children, as lung growth continues throughout the first decade of life. We investigated the possible impact of MSAF presence during labor and delivery on long-term respiratory morbidity of the offspring, during childhood and adolescence STUDY DESIGN: A population-based prospectively analyzed cohort study was performed, including all singleton deliveries occurring between 1991-2014 at a single tertiary medical center. Fetuses with congenital malformations were excluded. Exposure was defined as presence of MSAF during labor and delivery. Hospitalizations of the offspring up to the age of 18 years involving respiratory morbidities were evaluated. A Kaplan Meier survival curve was used to compare cumulative morbidity incidence. A Cox hazards regression model was used to control for confounders. RESULTS: During the study period 242,342 deliveries met the inclusion criteria. Of them, 14.7% (n¼35,609) deliveries involving MSAF were documented. Rate of respiratory related hospitalizations, up to the age of 18 years, was significantly lower in children exposed to MSAF as compared with the unexposed group (4.5% vs. 4.9%, respectively, p¼0.001, Table) . Specifically, hospitalizations involving pneumonitis were significantly less common among the MSAF group (OR 0.5, 95%CI 0.13-0.96, p¼0.034). The Kaplan Meier survival curve demonstrated significantly lower total cumulative respiratory morbidity rates in the MSAF exposed group (Figure, log rank p<0.001). In the Cox regression model, controlled for maternal age, diabetes, hypertension, gestational age at birth and delivery mode, MSAF exhibited an independent and significant protective effect on long-term childhood respiratory morbidity (adjusted HR 0.91, 95%CI 0.86-0.96, p<0.001). CONCLUSION: Fetal exposure to MSAF during labor and delivery appears to be associated with lower rates of long-term respiratory related hospitalizations in the offspring. Changes in offspring microbiome possibly resulting from exposure to MSAF during labor and delivery, may offer an explanation for these findings. OBJECTIVE: Environmental contribution to spontaneous preterm birth (sPTB) and its racial disparities are poorly understood. We sought to determine if rates of sPTB varied by residential neighborhood in an urban, African American birth cohort and if any variation were associated with differences in area-or individual-level characteristics, including a biomarker of the local immune response. STUDY DESIGN: A secondary analysis of a prospective cohort, "Motherhood and Microbiome" (n¼1,239 African Americans) was performed. We geocoded each participant's residential address. sPTB rates (excluding indicated PTB) were calculated for each census tract in which there were at least 10 participants. Individual-and arealevel characteristics by census tract were examined. A biomarker of the cervicovaginal (CV) immune response (beta-defensin (CV-bD)) was measured with ELISA at 16-20 weeks' gestation. We used multivariable logistic regression to compare the odds of sPTB and ttests to compare log-CV-bD levels between two neighborhoods with differing sPTB rates. RESULTS: 90 (7.4%) of African American women had sPTB. sPTB rates ranged from 0-16.7% among census tracts. Neighborhood ("A"), 5 census tracts north of a major roadway, had a significantly lower sPTB rate (2/66, 3.0%) than neighborhood "B", 5 census tracts south of the roadway, (13/92, 14.1%), p¼0.019 (Figure) . Both neighborhoods are poor, minority communities with similar individual-and area-level characteristics (Table) . After adjustment for age, BMI, Medicaid and smoking, women in neighborhood B had significantly higher odds of sPTB (aOR 6.0, 95% CI 1.3, 28.2). CVbD levels were significantly higher in women living in neighborhood ajog.org
OBJECTIVE: Environmental contribution to spontaneous preterm birth (sPTB) and its racial disparities are poorly understood. We sought to determine if rates of sPTB varied by residential neighborhood in an urban, African American birth cohort and if any variation were associated with differences in area-or individual-level characteristics, including a biomarker of the local immune response. STUDY DESIGN: A secondary analysis of a prospective cohort, "Motherhood and Microbiome" (n¼1,239 African Americans) was performed. We geocoded each participant's residential address. sPTB rates (excluding indicated PTB) were calculated for each census tract in which there were at least 10 participants. Individual-and arealevel characteristics by census tract were examined. A biomarker of the cervicovaginal (CV) immune response (beta-defensin (CV-bD)) was measured with ELISA at 16-20 weeks' gestation. We used multivariable logistic regression to compare the odds of sPTB and ttests to compare log-CV-bD levels between two neighborhoods with differing sPTB rates. RESULTS: 90 (7.4%) of African American women had sPTB. sPTB rates ranged from 0-16.7% among census tracts. Neighborhood ("A"), 5 census tracts north of a major roadway, had a significantly lower sPTB rate (2/66, 3.0%) than neighborhood "B", 5 census tracts south of the roadway, (13/92, 14.1%), p¼0.019 (Figure) . Both neighborhoods are poor, minority communities with similar individual-and area-level characteristics (Table) . After adjustment for age, BMI, Medicaid and smoking, women in neighborhood B had significantly higher odds of sPTB (aOR 6.0, 95% CI 1.3, 28.2). CVbD levels were significantly higher in women living in neighborhood OBJECTIVE: Hurricane Harvey significantly impacted the greater Houston area during August and early September of 2017, displacing over 60,000 people as a result of major flooding and destruction. Additionally, it limited access to medical care and severely damaged existing medical infrastructure. Our objective was to evaluate the rate of adverse outcomes prior to and after the storm impaired the city of Houston. STUDY DESIGN: Prospectively collected data was abstracted from our perinatal research database (PeriBank). All pregnancies with a recorded delivery date were included. "Pre-Harvey" subjects were defined as deliveries occurring prior to storm landfall on August 25, 2017. All deliveries occurring up to 308 days (44 weeks) after this date comprised the "Post-Harvey" subject subgroup. Composite maternal morbidity (CMM) was defined as: preeclampsia/ GHTN, chorioamnionitis, endometritis, blood transfusion, peripartum hysterectomy, maternal ICU admission, pulmonary edema or maternal death. Composite neonatal morbidity (CNM) was defined as: 5-minute Apgar score 3 at 5 minutes, respiratory distress syndrome (RDS), use of ventilator/CPAP, suspected newborn sepsis, seizure, stillbirth, or neonatal death. Odds ratio were corrected for possible confounders including maternal age, education, race, income, nulliparity, BMI and marital status. Neonatal outcomes were adjusted for infant gender and GA at delivery. To evaluate changes in rate of these outcomes over time, the cohort was grouped into mutually exclusive 3-month intervals and time-trend analysis performed. RESULTS: "Pre-Harvey" subjects were more likely to be nulliparous, have a lower BMI, have a high school education, have a higher household income and private insurance as method of payment but were less likely to be married or be Hispanic or African American. The rate of preeclampsia/GHTN, CMM, CNM, newborn sepsis and rate of Cesarean delivery significantly increased in among postHarvey subjects (table) . Time-trend analysis demonstrated a significant spike in the rate of CNM and preeclampsia/GHTN that was not predicted by fluctuations over time, however CMM and newborn sepsis were correlated ( Figure) . CONCLUSION: Major natural disasters rendering displacement of a large proportion of the populations are associated with a significantly increased rate of adverse perinatal outcomes that may restitute over time.
